examination of the lesion and the study of the morphology, distribution, and pattern were studied. The dermatoscopes used were (1) Dermlite (DL3N) which had 18 white light-emitting diodes (LEDs) (12 polarized, 6 nonpolarized, and 10 orange polarized LEDs). (2) DermaIndia (BW-788), comprised of a 2-megapixel sensor and a magnification of up to ×200, with 4-8 inbuilt LED light sources. A 5-mm punch biopsy from the lesion studied was taken for histopathological examination which was done by the same observer. The clinical features and dermatoscopic features of the lesions were correlated with the corresponding histopathological findings. The results were analyzed from the data obtained.
Statistical analysis
The average was taken as a measure of central tendency due to the absence of extreme variables. Chi-square test was chosen as a test of comparison of qualitative data. SPSS Inc. Released 2009. PASW Statistics for Windows, Version 18.0. Chicago: SPSS Inc. was used for analysis.
results
Classical LP (CLP) was the most common entity reported (30%) [ Table 1 ], followed by hypertrophic LP (HLP) (15%) and lichen nitidus in 15% cases. Nearly 77.5% of cases were LP and its variants, and the other conditions comprised of 22.5% of cases. Lichen nitidus was seen in 15% of cases.
There were two cases of LP pigmentosus (5%) and lichen planopilaris (5%) which were reported.
Dermoscopic analysis revealed that the nonvascular findings were more commonly reported than the vascular findings [ Table 2 ]. The distribution of various nonvascular findings is summarized in [ Table 3 ]. White structures were the most common finding in CLP (91.67%) and HLP (100%). Brown pigmentation was the most common finding in CLP (83.34%) and HLP (100%). The dermoscopy showed comedo-like lesions, white structures, and brown dots in all cases of HLP. The comedo-like lesions could be due to the underlying dilated follicular ostia, hyperkeratosis, and hypergranulosis (HG). Radiating lines were the most common structures seen in CLP as compared with HLP [ Table 4 ]. Comedo-like lesions were significantly higher in HLP than CLP [ Table 4 ].
All cases of lichen nitidus had a brown shadow at the center of lesion which could be highlighted with the polarized version of dermoscopy. Brown dots were the most common finding in all cases of LP pigmentosus, which showed a "hem-like" pattern. Blue-black pigmentation and perifollicular pigmentation were seen in all cases of lichen planopilaris, which also had a targetoid pattern around the hair follicles. Melanin incontinence were seen in all cases of LP pigmentosus and lichen planopilaris.
On histopathology, vacuolar degeneration and lichenoid infiltrate were seen in all cases of CLP, HLP, and lichen nitidus [ Table 5 ]. Compact hyperkeratosis (CHK) was seen in 66.67% of CLP and in all cases of HLP. All cases of HLP also showed classical HG. The wedge-shaped HG and saw-toothing of rete ridges were seen in 50% and 25% of cases of CLP, respectively. The Max-Josephs space was seen only in 16.67% of cases of CLP. Table 4 shows the comparison between the association of white structures with CHK in CLP and HLP. Table 4 also shows the association of gray-blue structures and brown dots with pigmented melanophages in CLP and HLP, respectively. There was a significant association in HLP, between blue and black structures on dermoscopy as compared with pigmented melanophages in dermoscopy.
dIscussIon
The term lichenoid dermatoses encompasses a group of disorders which clinically resemble LP and histopathologically show a lichenoid reaction pattern. [4, 5] Most of these entities show basal cell degeneration and a band-like inflammatory infiltrate that abuts the dermo-epidermal junction. There are subtle clues that the eyes provide to the clinician, and dermoscopy can give an eagle eye view of the underlying histopathological pattern and sometimes may act as a substitute to a skin biopsy in the diagnosis of lichenoid dermatoses.
The differentiation of LP from other lichenoid dermatoses is essential because many entities have different modalities of treatment. [6, 7] Dermoscopic features studied included vascular (red dots and globules), nonvascular (radiating linear bands, white structures, brown dots, corn-pearls, and comedo-like lesions), and pigmented lesions (brown, gray-blue, blue-black, and perifollicular types). Nonvascular structures were more common than vascular lesions in the present study.
The various histopathological changes studied were CHK, laminated hyperkeratosis, HG, acanthosis, spongiosis, saw-toothed appearance, vacuolar degeneration, lichenoid infiltrate, pigmented melanophages, perivascular infiltrate, follicular plugging, Max-Josephs space, and civet bodies. [8, 9] The vacuolar degeneration and lichenoid infiltrate were seen in all cases of CLP, HLP, and linear and generalized LP. However, the Max-Josephs space and civate bodies were seen in only 16.67% and 8.34% of cases, respectively. Vacuolar degeneration and lichenoid infiltrate were seen in all cases.
CLP was the most common entity, which was corresponding to the results obtained in studies by Singh and Kanwar, [10] Bhattacharya et al., [11] Abdallat and Maaita, [12] and Anbar et al. [13] In CLP, white structures (91.67%) and radiating linear bands (41.67%) [ Figures 1 and 2] (41.67%) were the most common finding [Figures 2 and 3a, b ]. HLP [ Figure 4 ] was seen in 15% of cases. Dermoscopic features of HLP showed comedo-like lesions [ Figure 5 ], brown dots [ Figure 5 ], and white structures in all patients. This was in accordance with studies by Haldar and Khopkar, [14] Vázquez-López et al., [15] and Garg et al. [7] Comedo-like openings in HLP can be correlated with the underlying CHK, HG, and dilated follicular ostia, in HLP [ Figure 6 ].
The radiating lines were more common in CLP as compared to HLP in the present study.
However, comedo-like lesions were seen in all cases on HLP as compared to CLP. Brown pigmentation was seen in all cases of HLP as compared to 83.34% of cases in CLP. Blue-black pigmentation was also seen more commonly in HLP (66.67%) as compared to 16.67% of CLP.
The radiating lines and white structures are seen due to the underlying CHK in histopathology, and the blue-black or brown pigmentation is due to the pigmented melanophages in histopathology [ Figure 3c ]. [12] These findings were in consistent with studies by Haldar et al. [14] and Garg et al. [7] Comedo-like openings in HLP can be correlated with the underlying CHK and HG in HLP [ Figure 6 ], as seen in he studies by Haldar et al., [14] Ankad et al., [16] and Garg et al. [7] In the present study, pigmented melanophages were seen more commonly in CLP (91.67%) than HLP (83.34%). All cases of acute widespread generalized LP showed pigmented melanophages. The association of pigmented melanophages with blue-black structures in HLP was significant.
Dermoscopic findings which give a clue of HLP are the comedo-like lesions [ Figure 5 ], white structures, and blue-black pigmentation as compared to CLP and acute widespread generalized LP. This finding was also seen in a study by viral Thakkar et al. [17] and Garg et al. [7] Lichen nitidus [ Figure 7 ] was reported in 15% of cases. The radiating linear bands (66.67%) and white structures (50%) were the most common findings in lichen nitidus. The dermoscopy Figure 9 ]. The brownish shadow was also reported by Malakar et al. [18] Two cases of lichen planopilaris were reported in this study [ Figure 10 ]. The dermoscopic features noted in lichen planopilaris were perifollicular scaling and bluish dots and globules with bluish patches around hair folicle, and few of the bluish structures showed a targetoid appearance [ Figure 11 ]. The targetoid pattern of pigmentation suggests melanin incontinence and circular arrangement around peri-follicular areas. [19] There were two cases of LP pigmentosus reported in the present study. One of the patients had hyperpigmented brownish-black hyperpigmented patches on the flexor aspects of the arm and forearm [ Figure 12 ]. Dermoscopy showed linear bands of brownish-black pigmentation, with few of them showing a "hem-like" pattern [ Figure 13 ]. This pattern was also reported by Neema and Jha. [20] However, there was no erythematous hue noted in any of the patients. The histopathology showed epidermis with basket weave hyperkeratosis and basal cell vacuolization. Subepidermal area showed perivascular infiltrate with exocytosis of lymphocytes and prominent melanin pigment incontinence in the upper dermis [ Figure 14 ].
LP pigmentosus is characterized by discrete and confluent macules in sun-exposed areas, where lesions have diffuse borders. Erythema dyschromicans perstans (EDP) can occur also on covered areas as well, and the lesions have an elevated erythematous border, like a "piece of string" which can be highlighted on dermoscopy. On histopathological examination, the pigment deposition is seen in superficial dermis in LP pigmentosus as compared to EDP, [21] where it is seen in the deeper dermis.
There was one case of lichenoid photodermatitis which showed a violaceous border [ Figure 15 ] at the periphery of the whitish structure in dermoscopy. This was also a new finding in this study.
The dermatoscope dermlite (DL3N) had a better magnification, resolution, and clarity compared to BW-788. The DL3N could highlight the surface morphology as well as the pigmentary changes (which were better delineated with the polarized light).
conclusIon
Dermoscopy is a noninvasive tool in the armamentarium of a dermatologist and provides vital clues in the diagnosis of various dermatological entities. [21] The subtle surface features that are highlighted can give valuable information about the showing whitish structure with a bluish rim at the periphery underlying pathological process to the treating physician. The various clues can even differentiate morphological types of lichenoid dermatoses and can at times replace skin biopsy in patients who are not fit to undergo a minor invasive procedure. This is essential as the treatment of various lichenoid dermatoses is different.
In the present study, CLP shows radiating lines and Wickham's striae in dermoscopy as compared to comedo-like lesions and blue-black pigmentation in HLP. These findings can be correlated with the histopathology in these entities and provide vital clues in diagnosis to the clinician. The new findings highlighted are the brown shadow in lichen nitidus in dermoscopy, which correlates with the subepidermal infiltrate of lymphocytes and epitheloid cells, and the targetois bluish pigmentation around the hair follicles in dermoscopy is a clue to lichen planopilaris. A violaceous border seen in lichenoid photodermatitis is a clue to treating dermatologist, in assessing the pin-point papules of lichenoid photodermatitis.
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